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Abstract

Purpose: Many veterans who face mental illness and live in rural areas never
obtain the mental health care they need. To address these needs, it is important
to reach out to community stakeholders who are likely to have frequent inter-
actions with veterans, particularly those returning from Operations Enduring
and Iraqi Freedom (OEF/OIF).
Methods: Three community stakeholder groups—clergy, postsecondary ed-
ucators, and criminal justice personnel—are of particular importance for
OEF/OIF veterans living in rural areas and may be more likely to come into
contact with rural veterans struggling with mental illness or substance abuse
than the formal health care system. This article briefly describes the conceptu-
alization, development, initial implementation, and early evaluation of a Vet-
erans Affairs (VA) medical center-based program designed to improve engage-
ment in, and access to, mental health care for veterans returning to rural areas.
Findings: One year since initial funding, 90 stakeholders have attended formal
training workshops (criminal justice personnel = 36; educators = 31; clergy =
23). Two training formats (a 2-hour workshop and an intensive 2.5-day work-
shop) have been developed and provided to clergy in 1 rural county with an-
other county scheduled for training. A veteran outreach initiative, which has
received 32 referrals for various student services, has been established on 4
rural college campuses. A Veterans Treatment Court also has been established
with 16 referrals for eligibility assessments.
Conclusions: While this pilot program is in the early stages of evaluation, its
success to date has encouraged program and VA clinical leadership to expand
beyond the original sites.
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Many persons who live with mental illness in rural ar-
eas have difficulty finding appropriate care locally. Even
though the prevalence of mental illness is similar in rural
and nonrural areas,1 mental health (MH) specialists tend
to be disproportionately located in nonrural, or urban, ar-
eas.2 This is reflected in findings from large US epidemi-
ological studies,1,3-5 which show that rural persons with
mental illness are much less likely to receive MH care and

typically obtain it from their primary care provider (PCP)
rather than from a MH specialist.6 Furthermore, the treat-
ment in primary care tends to be medication alone rather
than medication plus psychotherapy, which is generally
the optimal combination for effective treatment.7-9

Other reasons for no or inadequate MH care follow.
Rural individuals tend to be older,10,11 less educated,10,12

and poorer10,12 than those living in nonrural areas. They
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also are less likely to have employer-based health insur-
ance.13 Older and less-educated persons often resist using
MH care, and those with fewer resources and no insur-
ance face daunting access barriers.

Rural culture appears to value self-reliance and inde-
pendence.14-16 Some studies have found that the stigma
of having a mental illness and receiving treatment is
greater in rural areas than it is in nonrural areas.17,18 Ru-
ral social networks are smaller, denser, and of greater
duration than nonrural social networks and may be far
more influential to persons living in rural areas where
anonymity is difficult to achieve.17,19,20 This lack of
anonymity combined with the shortage of MH specialists
decreases the chance that persons who live with mental
illness in rural areas will receive MH care.16-18

The US military has a history of recruiting individuals
from the rural South, one of the poorest regions of the
United States.21 Consequently, one-third of Operations
Enduring and Iraqi Freedom (OEF/OIF) veterans return
to rural or highly rural areas, according to the rural-urban
classification system developed by the Veterans Affairs
(VA) Planning Systems Support Group in collaboration
with the Census Bureau.21 Rural residents are defined as
not living in an urbanized area that consists of a core cen-
sus block group or blocks that have a population density
of at least 1,000 people per square mile and surrounding
census blocks that have an overall density of at least 500
people per square mile. Highly rural residents are defined
as living in counties with a population of fewer than 7
persons per square mile.21

The Veterans Health Administration (VHA) has worked
diligently over the last decade to open community-based
outpatient clinics (CBOCs) in rural areas and ensure that
they include providers with MH expertise.22,23 In addi-
tion, the VHA uses telemental health programs to provide
specialty medication management and psychotherapy
via interactive televideo conferencing (personal com-
munication, John Peters, Care Coordination services,
November 5, 2007).24

Still, many rural veterans never obtain the MH care
they need.4,25-27 Untreated mental illness can result in
“self-medication” with drugs or alcohol,28,29 relationship
difficulties,30,31 and job performance issues.32 Therefore,
it is critical to develop strategies that engage rural vet-
erans with mental illness as early as possible after their
return from combat duty to optimize their chances for
a successful recovery. Research indicates that about 1
in every 4 or 5 veterans will return from war with
some serious mental illness, most commonly depression
(14%), posttraumatic stress disorder (PTSD) (14%), or
traumatic brain injury (TBI) (19%), and these illnesses
are often complicated by substance abuse.25 The return
of these veterans with mental illness to rural areas where

so little help is available can be seen as a public health
crisis.33

To address the needs of rural OEF/OIF veterans who
have not formally presented for VA care despite MH
and substance use treatment needs, it is important to
connect with community stakeholders who are likely to
interact with these veterans. Community stakeholders,
alternatively called community facilitators or early re-
sponders, are key participants in early responses to dis-
asters and public health campaigns to address chronic
conditions such as depression and asthma.34-36

Fox et al describe a “Rural De Facto Mental Health Ser-
vices Model” to understand help-seeking behavior, which
requires an examination of culture and the health care
structure together at the local level. Help seeking by rural
residents and ultimate intake into care are facilitated by
self, family and friends, ministers, and the criminal justice
system.37 Forming a link between these “informal care
networks” and the formal care system is essential for pro-
viding care in rural areas.37 Building upon this concep-
tual framework, we identified 3 community stakeholder
groups—clergy, postsecondary educators, and criminal
justice personnel—as particularly important for OEF/OIF
veterans in rural areas.

Local clergy frequently provide frontline spiritual and
emotional support for returning soldiers and their fami-
lies.33 A national epidemiological study showed that per-
sons with MH problems are more likely to seek help from
clergy than from formal sources of care and this practice is
more common in rural areas.38 Furthermore, local clergy
may be more accessible to the broad population not only
because of the numbers (there are more ministers than
MH providers), but also because of trust33,39 and the lack
of stigma associated with counseling from the clergy. In
addition, research shows that clergy are eager to help but
feel that they lack adequate training to detect and man-
age mental illness, and they often refer persons with MH
problems.40

Many soldiers entered the Guard or Reserve to receive
educational benefits.41 Upon returning from OEF/OIF de-
ployment, they enter postsecondary education programs.
Approximately 523,000 military veterans are drawing VA
education benefits,42 and nearly 3 of 5 attend 2-year com-
munity colleges, commonly located in rural areas.43

Many soldiers returning to rural areas have difficult
transitions to civilian life following deployment and at-
tempt to deal with combat experiences through drugs
and alcohol,27,44 which can lead to job loss,28,45 fam-
ily alienation,45 homelessness,46 and criminal charges.46

The US Department of Justice Bureau of Justice Statis-
tics indicates that almost 10% of people incarcerated
are veterans. A fairly new development in the justice
system is veterans’ courts of which 11 currently exist,
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although few are located in rural areas, and 30-40 are in
the planning stage.47 Comprehensive “Veterans-Helping-
Veterans” service programs and drug court programs
have reduced the rate of recidivism. A recent study indi-
cated that only 15% of drug court participants were rear-
rested compared to more than 75% of nonparticipants.48

Early responders have been used in other settings to
facilitate access to care. For example, in Australia, rural
financial counselors were an important link to mental
and general health care services for farmers during a pro-
longed drought.49,50 A recent survey found that almost
half of financial counselors responded that more than
20% of their clients needed MH assistance. Subsequent
analysis of multiple agencies that served the farming pop-
ulation indicated that these “early responders” served as
access points to MH service networks for farming fami-
lies by providing referrals and information about avail-
able MH services.50 The financial counselors reported that
networking with MH workers, training, and the provision
of a referral guide were critical components to improving
access to care for this population.49

Similarly, the 3 groups of rural community stakehold-
ers we identified—clergy, postsecondary educators, and
criminal justice personnel—may be more likely to en-
counter rural veterans with mental illness or substance
abuse or both than the formal health care system.33 In-
deed, these groups might be seen as “early responders”
to those with mental illness. As a result, we created
a program to develop partnerships with these groups
to promote and encourage engagement in MH care for
veterans.

Methods/Results

We developed this pilot program in the southern state
of Arkansas. According to the US Bureau of the Census,
the state ranks 32nd in the nation for total population
and has 56 persons per square mile compared to 87 per-
sons per square mile in the United States. A third of the
state’s population lives in rural areas. Only Mississippi has
a larger percentage of persons living below the poverty
level than Arkansas, which ranks first in the nation for
the lowest percentage of people 25 year and over with a
bachelor’s degree. The percentage of African Americans
is 15.5% for Arkansas compared to 12.3% for the United
States. Arkansas is among the top 10 states for church at-
tendance in the United States; only 1 of the 10 is outside
the South.51

Veterans in the South are among the poorest and sick-
est21 nationwide, with the lowest per capita income and
the lowest percentage of college graduates. Over half
(53%) live in rural areas, and approximately 1 in 4 is
from an ethnic minority, primarily African American.

This region has one of the largest numbers of OEF/OIF
veterans in the United States.52

The governor of Arkansas established a Yellow Ribbon
Task Force to address veterans’ needs. This allowed for
collaboration between members of the National Guard,
State Health Department, criminal justice system, post-
secondary education system, VA medical centers, pub-
lic MH and substance use treatment programs, and the
community at large. The task force provided input from
key stakeholders concerned with the needs of returning
veterans and identified access to health care, whether
provided by the VA or others, as an important issue.
Not surprisingly, early responders were identified as key
facilitators of veterans’ entry into health care.

Program Goals

The program was embedded within and staffed by the
Central Arkansas Veterans Healthcare System (CAVHS).
The purpose of the program was to create and im-
plement initiatives that would enhance access to MH
and substance use care for returning OEF/OIF veter-
ans through community collaborations and stakeholder
education/training. Work with these 3 early responder
groups (clergy, postsecondary educators, and criminal
justice personnel) resulted in core products that could be
used across all 3 groups as well as specific components
designed for each group individually. Four primary goals
guided the development and early implementation phase
of the program. The first was to create a resource toolkit
that outreach personnel across all 3 program arms could
use to educate early responders on the mental and behav-
ioral health needs of OEF/OIF veterans as well as services
to address these needs within VA and non-VA settings.
The second goal was to create and use a standardized
educational curriculum for clergy on the physical, psy-
chosocial, and spiritual health issues of OEF/OIF veterans
and their families in at least 1 rural county. The third goal
was to create a student veteran outreach project for ru-
ral 2-year colleges on at least 2 separate college campuses,
and the fourth goal was to establish a Veterans Treatment
Court (VTC) to support veterans involved with the crim-
inal justice system in at least 1 rural county.

Program Description

Below, we describe the process used to establish a pro-
gram Advisory Board, select the locations for the work,
engage community partners, develop the details of the
program, implement its early stages, and conduct a pre-
liminary evaluation. The program is described in 3 sepa-
rate arms: the clergy, college, and criminal justice arms.
The VA Office of Rural Health funded the project through
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a program to improve services to veterans in rural and
highly rural areas.

Program Advisory Board

While the Governor’s Task Force was critical to the con-
ceptualization of the program, it was important to estab-
lish an advisory board specific to the program. The board
ensured that the opinions of returning veterans and com-
munity stakeholders were incorporated into the develop-
ment and implementation of the program’s 3 arms and
provided recommendations to overcome barriers during
this process. Meeting quarterly, this board consists of
representatives from the military, VA, state government,
criminal justice system, clergy, higher education system,
and advocacy groups.

Clergy Arm

Persons who live in rural areas and seek help for men-
tal illness are more likely to contact clergy than they are
to turn to formal MH care.38,53-55 Even though clergy
often have little training in MH issues,39 clergy would
like additional training.40 We sought to develop a local
partnership with clergy in 1 rural county. Within this
partnership, we hoped to learn more about the needs of
the local community and work together to tailor a train-
ing program for local clergy to address the MH needs of
veterans and their families.

We sought to find a rural county with: (1) a VA CBOC
employing an interested MH provider, (2) a high con-
centration of veterans, and (3) racial diversity. Union
County, Arkansas, met these criteria. We recruited 3 VA
employees to provide part-time support. A chaplain (40%
time) worked primarily with the clergy and faith com-
munity and provided resources for the spiritual aspects of
veterans’ health. A psychiatrist (10% time) worked pri-
marily with the MH providers, both in the VA and local
community, and provided resources and training for the
clergy on PTSD, TBI, depression, and suicide. An admin-
istrative assistant (20% time) helped find and organize
resources and assisted with publicity and communication.

We made a number of site visits to identify inter-
ested clergy and additional health and MH resources lo-
cally and to obtain the support of the local National
Guard/Reserve and veteran leadership. Once we identi-
fied key stakeholders, we formed a local advisory group
that had knowledge of the community and the kinds of
training programs that would be appropriate. Numerous
informal meetings with group members occurred prior to
setting the agenda for the partnership to ensure that plans
were relevant to the community and that the community

would take ownership of the agenda and program from
the beginning.

We offered 2 training workshops. The first provided
general information on military culture, veteran experi-
ences, introduction to MH issues, veteran spiritual health,
family deployment struggles, ideas for church involve-
ment, and local MH resources. The second training work-
shop was more intensive, involving an overnight retreat
for motivated clergy.

College Arm

We based the development of a rural student veteran
project on similar initiatives at 4-year universities.42 In
general, we felt that the project should develop a veteran-
friendly campus, provide education on veterans’ needs
for faculty and staff, offer access to timely MH and sub-
stance use evaluation, and supply referral options that
included VA and community care.

We identified a network of community colleges af-
filiated with Arkansas State University (ASU), a 4-year
institution with a student veteran outreach program.56

In addition, ASU leaders participated on the Governor’s
Task Force and facilitated engagement with their affili-
ated community-college leadership. Following an intro-
ductory e-mail by the ASU chancellor, we contacted each
community college dean by telephone to discuss potential
collaboration.

The community college network had 104 full-time fac-
ulty members and 4,453 students across the 4 campuses
where enrollments ranged from 255 students at an Air
Force base to 3,127 students at the largest, most estab-
lished college. The largest campus operated a counsel-
ing center staffed by a master’s-level licensed professional
counselor, and the 3 smaller campuses operated academic
counseling centers. In addition, the college coordinator of
student recruitment served in the National Guard and re-
cently had returned from OIF deployment. Each campus
was located within 30 minutes driving time to CAVHS
or a CBOC that provided primary and specialty MH care
through televideo.

We staffed the college arm with a full-time licensed
clinical social worker (LCSW), half-time psychologist,
and quarter-time psychiatrist. Each was associated with
CAVHS. The LCSW triaged student veterans referred
by faculty, counselors, or self and assessed them for
mental illness and substance use problems with a com-
prehensive assessment program developed by VA re-
searchers and used in VA primary-care-based MH pro-
grams.56,57 Additional interactions, if indicated, occurred
on campus with the LCSW through telemedicine de-
livered by the psychologist or psychiatrist or in person
at CAVHS. Also, student veterans who did not want
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VA-based care could attend the local community MH
center.

A memorandum of understanding between the com-
munity college network and CAVHS details the respon-
sibility of each organization. In the first year of funding,
we conducted a focus group with faculty and student vet-
erans to identify the needs of the student veterans. The
findings, along with existing literature on the needs of
student veterans,41,58 informed the development of the
educational program for faculty and presentations at stu-
dent orientation. These training events focused on the
unique skills and talents of veteran students and avail-
able resources to address potential educational, physical,
and emotional needs. In addition, program staff fo-
cused on establishing a student veterans group at each
participating campus.

Criminal Justice Arm

The criminal justice arm attempted to support and ad-
dress the needs of veterans who were involved with the
criminal justice system in rural communities. The imple-
mentation strategy was informed by the program advi-
sory board in collaboration with the Arkansas National
Guard and from a visit to an established VTC in Tulsa,
Oklahoma.

An alternative to standard courts, VTCs combine the
structure and accountability of court with a strong em-
phasis on treatment.59 Treatment courts use an inter-
disciplinary, nonadversarial judicial process for diverting
an (alleged) offender who has a qualifying charge into
a strenuous treatment program that addresses the treat-
ment needs of the offender and requires regular court
appearances to monitor program compliance. A team
consisting of the judge and court staff, a prosecutor, a
public defender or private attorney representing the of-
fender, a probation or parole officer, and a counselor
typically staff the treatment court. Community providers
perform treatment services. Most treatment programs last
an average of 18 months.60

Working in partnership with the Arkansas Drug Court
Coordinator, we considered several locations for the VTC.
After advice from community partners, we selected the
23rd Judicial District in Lonoke County, Arkansas. The
judge and team had proven expertise and motivation to
run a model treatment court and were willing to assist in
the development and revision of the VTC over time.

Simultaneously, we added a full-time VTC liaison, an
LCSW supported by CAVHS, to coordinate services and
assure that full utilization of CAVHS resources would be
available to participating veterans. If the veterans’ needs
extend beyond the scope of CAVHS practice/services,
then the VTC liaison coordinates engagement in other

services. The VTC liaison continues to provide follow-up
services after the participant exits the VTC to ensure that
the veteran maintains progress over time.

Once we selected the site and the VTC liaison, we
focused on building working relationships between the
court, the prosecuting attorneys, the Department of Com-
munity Corrections, and CAVHS. Communication strate-
gies were discussed to allow each component of the jus-
tice system to notify the VTC liaison of a veteran involved
in the criminal justice system. To facilitate notification,
we provided training to the various police departments
in the district. Memorandums of understanding were
developed to solidify expectations from all involved com-
munity partners and court participants. The VTC had its
first docket on March 5, 2010.

Another vital component of the VTC is the mentor pro-
gram composed of veteran volunteers who work directly
with the VTC participants. They observe participants and
help them to set goals and action plans. Most importantly,
mentors act as a support for veterans in a way that only
other veterans can.

Evaluation

The program had 4 goals. The first spanned all 3 arms and
focused on the development of a toolkit and its use with
stakeholders to assist in reaching the remaining 3 goals.
The remaining 3 goals included establishing collaborative
relationships with clergy in a rural county, establishing
veteran outreach projects on at least 2 rural college cam-
puses, and the establishment of a VTC in 1 rural county.
Evaluation results for each goal of the program after the
first year of funding follow.

In collaboration with the advisory board, project team,
consultants, and stakeholders, a comprehensive 34-page
toolkit was created outlining psychosocial issues impor-
tant for returning OEF/OIF veterans and the commu-
nity and governmental programs and services available
for care and education. Each arm used this toolkit to de-
velop educational curricula for training stakeholders over
the project. Ninety stakeholders attended formal train-
ing workshops (VTC = 36; college = 31; clergy = 23),
with many others consulting in face-to-face meetings.
The majority of participants were older (median age =
50-59, range = 20-70+), male (75.6%), white (90.0%),
and nonveterans (63.3%). The professional roles of par-
ticipants varied: police officers (29.4%), MH providers
(21.9%), clergy (20.0%), other/administrative personnel
(20.0%), educators (16.5%), and firefighters (1.2%). Ed-
ucational attainment ranged from high school equivalent
or less (16.6%), trade school or some college (28.9%),
bachelor’s degree (18.9%), master’s degree (27.8%), to
doctoral (7.8%). A slight majority (53.9%) stated that
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they knew of veterans having difficulty within their or-
ganization, and 40.0% knew family members of veterans
having difficulties. On a scale from 1 (little) to 5 (a great
deal), participants rated their overall learning high (M =
4.26, SD = 0.61) and overall experience with the program
slightly higher (M = 4.69, SD = 0.53).

The second goal was to create a standardized curricu-
lum for clergy in 1 rural county. With input from 2 differ-
ent training formats (a 2-hour workshop or an intensive
2.5-day workshop), a curriculum was developed that in-
cluded program aims and objectives, group activities, and
learning evaluation tools. The program chaplain main-
tained collaborations established through this arm, which
has answered numerous inquiries from clergy to assist
in linking parishioners to VA services. Network collab-
orations have been established in 2 rural counties of the
state.

The third goal was to establish veteran outreach
projects at 2 rural colleges. Projects were established on
4 college campuses and received 32 referrals for various
student services. The most common reason for referral
was physical or MH issues (59.4%), followed by family
conflict (31.3%). The majority of participants were male
(81.3%) and white (93.3%). While all referrals received
counseling, only 1 was referred for VA services. Student
veteran groups are being established on each campus.

The fourth goal was to establish a VTC in a rural
county, which was accomplished through multiple stake-
holder collaborations as described above. Sixteen vet-
erans were referred for eligibility assessments, 2 were
admitted to the VTC, and 4 were being evaluated. The
VA and judicial system each referred about 38% of the
veterans. Family, friends, or self referred the remain-
ing veterans. Ten participants were not enrolled in the
program. The most common reason was the veteran’s
decision not to participate (43.8%); only 18.8% were in-
eligible. Of those referred, all were male with a mean
age of 37.5 years (SD = 11.44). Only 14.3% were
currently married, and 60% were white. Most were
OEF/OIF veterans (53.3%) and had served during
wartime (73.3%). Nearly all (93.8%) had recorded sub-
stance abuse problems, about half (46.7%) had non-
PTSD MH diagnoses, and a third (33.3%) had PTSD.
Socioeconomically, 40% reported financial problems or
stressors, 40% had housing issues, and 53% and 20%,
respectively, reported medical or family/work problems.

Evaluating the partnerships across the 3 arms of this
project can be difficult, but 2 key factors are bilateral com-
munication and equal power between collaborators.61,62

These elements have been a core value of the imple-
mentation process and are emphasized in implementa-
tion manuals developed for each arm. All 3 arms have
maintained regular meetings with stakeholders and have

begun to expand to additional counties, which may in-
clude telehealth for veterans enrolled in college and the
VTCs.

Discussion

This article described the conceptualization, develop-
ment, and initial implementation of a pilot program de-
signed to improve engagement in, and access to, MH care
for veterans returning to rural areas. While the program
specifically targets the veteran population, this type of
outreach program could address the needs of rural popu-
lations in general. Given the limited availability of formal
MH services in rural areas, involving community-based
“early responder” stakeholders may increase the chances
of meeting MH needs. While this program works directly
with early responders, it also incorporates outreach to
veteran service organizations, uses veteran peer support,
and includes family members.

A strong point of the program is its embedment within
a VA medical center providing health care to veterans
in Arkansas. This supports the organizational infrastruc-
ture to champion and coordinate the program. Personnel
within the CAVHS MH service coordinate the college and
criminal justice arms, and personnel in the chaplain ser-
vice coordinate the clergy arm. In addition, this provides
a direct linkage of the veterans engaged in the individual
arms into VA MH care services. Thus, having the pro-
gram within a health care system ensures that services
are readily available when needed.

The success of this pilot program has encouraged pro-
gram and clinical leadership in the VA to expand each of
the arms into additional rural areas. Veterans Adminis-
tration medical centers could easily replicate this program
in other southern states because of similar religious prac-
tices, community college networks, criminal justice sys-
tems, and rural designations. Nonrural areas may need
to modify the program or target different stakeholder
groups, such as service industries, for example, bartend-
ing and hairdressing.33 Since it is not feasible to duplicate
VTC personnel in all court systems, further expansion and
dissemination of the program may rely heavily on tech-
nology such as interactive televideo conferencing.

Finally, the needs that inspired the development of this
program are not unique to the United States. Forty-five
other countries are contributing to the International Se-
curity Assistance Force in Afghanistan for a total strength
of 119,500 troops.63 In particular, 9,500 United Kingdom,
2,830 Canadian, and 1,550 Australian troops were par-
ticipating on June 7, 2010.63 Like their US counterparts,
veterans from these countries also experience mental ill-
ness.64−66 Furthermore, rural populations in Canada and
Australia must travel long distances to receive MH care
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due to the shortage of MH care professionals.67,68 Given
that the US Veterans Administration health care system
is publicly funded and is a universal health care system
for qualified veterans,69 its structure is more similar to
countries such as Australia and Canada that have univer-
sal health care coverage than it is to the US private health
care system. Veterans from other countries might benefit
from a similar program adapted to their specific cultures
and health care organizations.

Across the United States, the VA has started several ini-
tiatives that will support the implementation and sustain-
ability of this type of program. The VA leadership recently
prioritized addressing the needs of veterans involved in
criminal justice systems.70 Furthermore, a recent joint
VA/Department of Defense meeting on the needs of re-
turning OEF/OIF veterans concluded that liaisons with
postsecondary education and faith-based communities
are critical for the successful reintegration of veterans.
Still, the success of this program will depend largely upon
the degree to which the community stakeholder groups
“own” and consequently sustain the different arms.
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